This article presents findings from a national postal survey of knowledge of mental health law amongst psychiatrists, GPs, approved social workers and Mental Health Act Commissioners, conducted in England and Wales. The study was designed to assess (amongst other matters) the relative levels of legal knowledge between and within these professional groups. Data from 2022 respondents revealed considerable discrepancies in knowledge scores. Commissioners, approved psychiatrists and approved social workers achieved the highest scores, and non-approved GPs the lowest scores. Within-group differences, for doctors, were correlated with levels of day-to-day experience in using the Mental Health Act and, for approved social workers, with training. The article concludes that the advisability of maintaining the statutory role of GPs in its current form is questionable, given the preponderance of poorly performing GPs. Both use of the Act and training were important in sustaining practitioners' legal knowledge.
Introduction
It is paradoxical that whilst the legal provisions governing the detention (and subsequent treatment) of those suffering from mental disorder are widely thought to be tightly constrained, the wording of the Mental Health Act 1983 (MHA) makes its application highly discretionary. The MHA is, in practice, reliant for its clinical and civil rights effects upon the interpretation and judgement of the practitioners who are required to apply it.
1 Moreover, whether and how the law is applied, and whether it is applied consistently, depends substantially upon the legal knowledge of those practitioners; 2 impoverished knowledge can lead both to patients being denied treatment from which they might have benefited, and to patients being inappropriately treated. Yet, research concerning what is known by UK practitioners about mental health law is scant. Previous studies have been interview based, relatively small scale and confined to doctors, 3 or based on doctors' understanding of the common law.
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Methods
A postal survey was conducted in England and Wales using a purposely designed and piloted selfcompletion questionnaire of mental health practitioners with key responsibilities under the MHA. The surveyed groups were psychiatrists approved under s.12(2) of the MHA as having "special experience in the diagnosis or treatment of mental disorder", non-approved psychiatrists and general practitioners (GPs), as well as approved social workers (ASWs). In addition, all 476 s.12(2) approved GPs on the Regional Health Authority registers and all 147 Mental Health Act Commissioners (MHACs) then active were included. The survey was conducted between February and July 1999, with two re-mailings to non-responders. Response was also encouraged through participation in a prize draw for a week-end for two in Paris.
For the sampled groups, representative samples (proportionately stratified according to region) of 700 non-approved GPs and 600 ASWs were approached, using a 'random start and fixed interval' method. The GP sample was obtained from a commercial NHS database company and the ASW sample from lists of those active on the duty rotas of sixty local authorities (representative in terms of population density and the proportion of households in social classes I and II). A sample of 1500 psychiatrists (including those with and without s.12(2) approval) was taken from membership lists of the Royal College of Psychiatrists. Psychiatrists were 'over-sampled' in order to ensure adequate numbers of s.12(2) and non-approved practitioners were obtained of those specialising in areas of psychiatry requiring regular use of the MHA. Returned questionnaires from psychiatrists were filtered in order to exclude those not fulfilling the sampling criteria. Further details of the sampling procedures, selection criteria and other aspects of the methodology are available elsewhere.
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The questionnaire was in three parts. Whilst part 1 concerned attitudes towards mental health issues, this article describes and analyses data from parts 2 and 3. These addressed knowledge of the MHA and the 1993 Code of Practice, and assessed various demographic items including professional experience and training.
Measuring knowledge of mental health law
The knowledge part of the questionnaire consisted of 27 true or false statements. The items were intended to vary in difficulty, allowing even those with relatively little experience of using the MHA (namely, non-s.12(2) approved GPs) the opportunity to demonstrate knowledge. The items were presented in a random order with respect to their predicted levels of difficulty. Respondents were asked to indicate whether the item was 'true', 'false' or, if they were unsure of the correct response, that they 'would need to look it up'. Guessing was discouraged.
Given that it would be possible to 'look up' the correct answer to most questions, either in the MHA itself or in a relevant manual, a number of potential validity problems needed to be resolved. A range of approaches was developed in the design phase, including some aimed at easing respondents' anxiety about demonstrating any possibly limited knowledge. However, the most innovative approach adopted was the inclusion of six items designed specifically as 'validity checks'. These allowed both the identification of respondents who had most likely ignored our instructions and referred to materials during completion of the survey and provided a means of evaluating the methodology employed.
Validity questions were of two types. First, 'difficult obscure' statements, where only respondents with a very good general knowledge of mental health law (including knowledge of recent case law, Department of Health guidelines and their relationship) would be likely to know the correct response, since there would be no obvious source for 'looking up'. Secondly, 'difficult technical' statements were included. In order to give the right answer to these it was postulated that resort to the MHA or to a manual would be necessary for those respondents unable successfully to guess correctly. Even someone with extremely good knowledge would be very likely to have to look up such answers. Accordingly, a better performance on the former type of validity question than on the latter type was hypothesised. Those who gave correct answers to the technical questions, but not to the obscure questions, were most likely to have referred to a legal source despite exhortations not to do so.
Developing true/false statements
The 27 true/false items developed included both those addressing knowledge of the most basic kind, for example, item 2.4 "mental illness is defined within the MHA 1983" and the six 'validity' questions. Whilst the questionnaire was extensively piloted the selection of items included in the final version required few adjustments beyond changes to wording and better balancing of the number of true and false statements. 
Statistical Analysis
Key comparisons between professional groups were carried out on the basis of mean knowledge scores using Analysis of Variance, and the Scheffé post hoc range procedure (in ANOVA), which allows simultaneous pairwise comparisons of means for all possible multiple-group comparisons. The Scheffé procedure produces more conservative estimates for p-values, thus reducing the probability of making Type I errors.
Calculating the 'adjusted knowledge' score
It was necessary to decide the most appropriate measure of knowledge to use for both betweenand within-group comparisons. This involved two processes. First, the generation of descriptive statistics for the items included as validity checks, in order to ensure that respondents had not referred to the Act or a manual whilst completing the true/ false statements. As hypothesised, the majority of respondents performed poorly on these items compared with the other items. The 'difficult technical' items produced the highest number of 'I would need to look it up' responses, as had been predicted would happen if respondents followed our instructions. We also crosschecked to ensure that those respondents who scored well on the 'difficult obscure' items did indeed perform well overall on the knowledge items. Combining these responses gave us confidence in the robustness of our validity items as a method of detecting possible 'looking-up' offenders. Whilst it had been intended that data from such 'errant souls' would be excluded from the analysis, in the event less than ten respondents were considered likely to have breached our exhortations. Since they were distributed across all the professional groups we decided not to exclude them. On the basis of these analyses, however, it was decided that the validity items would be excluded from the computation of knowledge score, on the grounds that they did not provide a fair test of actual knowledge. By removing them, overall mean scores substantially increased across all professional groups.
Secondly, an exploratory analysis using Item Response Theory was carried out to determine whether particular items appeared to be differentially difficult for the professional groups. 6 This involved a logistic test item analysis (using a two-parameter model) using the SYSTAT package (version 5.03 for Windows) to produce Latent Trait Models for each item within each of the four professional groups. Item Response Theory allows an examination of the relative difficulty of each item given a postulated 'ability' level for all respondents. Thus, item difficulty is determined not simply by the proportion of respondents obtaining a correct response, but rather by focusing on the specific characteristics of each item.
Three items (relating to treatment and consent issues) were found to differentiate particularly poorly between psychiatrists (with a high proportion responding correctly across the range of ability) and one item was found to be particularly 'easy' for ASWs (pertaining to their role with respect to the nearest relative). Excluding these items from the computation of the score for knowledge, however, did not affect the overall ranking of the professional groups, nor did it significantly affect the mean scores for each group, and so the items were retained. The final knowledge score, therefore, was calculated on the basis of 21 items (i.e. a total of 27 minus the 6 validity items).
6 Hambleton, R.K., Swaminathan, H. & Jane Rogers, H. (1991) Fundamentals of Item Response Theory.
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It should be noted that, for the purpose of the analyses reported below, data from 169 respondents who had either a high number of 'don't know' responses (10 or more) or for whom there were 10 or more missing values (indicating that they had made no attempt to respond to the items) were excluded; this produced a sample of 1,853 respondents for the comparisons of 'knowledge' score (see Table 2 below). Using this most 'conservative' score of knowledge (that is, the one which places respondents in the best possible light in terms of their group's mean legal knowledge) has the advantage of minimising any bias that might otherwise be introduced as between the professional groups due to their differential preponderance to guess correct answers. As might be expected, of the 169 excluded respondents, 123 were non-approved GPs; accordingly, any observations offered below about the lack of knowledge of GPs is based on a sample that has already excluded a significant number of their most poorly performing members.
The final adjustment made to produce as fair a measure of knowledge as was possible involved calculating for each included respondent the number of correct responses, minus the number of incorrect responses. Since we had discouraged 'guessing', confidently made incorrect responses were deducted from correct responses, thus penalising inaccurate responses whilst giving appropriate credit for correct ones. Since the view was taken that it was acceptable, in practice, to admit the need to look up information, but unacceptable to give incorrect answers, the 'I would need to look it up' responses played no part in the calculation of 'adjusted knowledge' score.
Within-group differences in knowledge
Within-group differences in knowledge were explored using multiple regression analyses (Stepwise procedure in SPSS), whereby only those regressors that significantly predicted the dependent variable were retained in the model. Thus, regression models were selected not simply on the basis of the magnitude of the R square. Rather, the emphasis of the procedure was on identifying those factors most influential in determining knowledge score. Some further Analyses of Variance were carried out to explore within-group differences where appropriate.
Results
The number of returned questionnaires included in the study was as follows: 125 Mental Health Act Commissioners (85% response rate for included questionnaires), 266 s.12(2) GPs (56%), 306 non-approved GPs (44%), 425 ASWs (71%) and 900 psychiatrists (60%). Of the latter, 716 had s.12(2) approval. The prevalence of s.12(2) approval was greater than anticipated and this, in addition to increased non-response amongst those without approval, led to the underrepresentation in the survey sample of psychiatrists who had not gained s.12(2) approval (predominantly those who had only recently passed the Membership exam).
Between-group differences
On the basis of the 'adjusted knowledge' score described above, the pattern of knowledge levels which emerged was that MHACs had the highest mean scores, followed by s.12(2) psychiatrists and then ASWs (although only by a few percentage points), with non-approved psychiatrists and GPs at the lower end of the scale. Table 3 below shows the distribution by professional group across six unequal percentiles (based, for the purposes of analogy, on University degree classifications) using the adjusted knowledge scores. It notably demonstrates first, that there were representatives in all the professional groups who scored in the highest percentiles, supporting our argument that the knowledge test was not impossibly difficult for even GPs to obtain good scores. Secondly, the preponderance of MHACs (76%) in the highest percentile is a reassuring reflection of their overall high quality. MHACs, of course, are not only appointed on the basis of their working experience (including lawyers, doctors and social workers) but also receive extensive in-house training. Third, the difference between, on the one hand, ASWs and s.12(2) approved psychiatrists, and on the other GPs (whether approved or not), is most marked at the bottom end of the range. Using a score of less than 40% as a measure of poor performance, not more than 2% of ASWs or s.12(2) psychiatrists fell into this category, but 15% of approved GPs and 30% of non-approved GPs were located in this range.
Within-group differences
First, for all respondents a positive, significant correlation between knowledge and training received in the year preceding the research was found (Pearson's r = 0.28, p 2-tailed <0.01). Secondly, however, the multivariate analyses (multiple regression) revealed the complexity of the relationship between knowledge, training and the various demographic and professional experience measures. For example, for psychiatrists (approved and non-approved), levels of knowledge were significantly influenced by their experience of using the MHA (significant variables included attending Mental Health Review Tribunals, writing court reports and participation in MHA assessments during the past year -all of which imply active use of the Act). For GPs, the best single predictor of variance in knowledge was participation in MHA assessments during the previous year. Only 22 GPs had never participated in such an assessment and their mean knowledge score was significantly lower than for those attending 20 or more assessments in 1998 (t 103 = -3.18, p 2-tailed <0.01). For MHACs one of the greatest influences on knowledge scores was experience of teaching mental health law Table 2 Mean knowledge score for all professional groups (calculated for all 21 items (excluding 'validity items', as total correct -total incorrect). Scores are shown as percentages.
to others. For ASWs however, the association of greatest significance appears to be that between training and knowledge levels. For, whilst use of the MHA was important, the clearest associations were between numbers of days of training (whether ASW qualification training or days of training received in 1998) and knowledge score.
Discussion
Methodological limitations
Assessing knowledge is fraught with problems and, whatever methodology is adopted, the measures of knowledge produced will have their limitations. For example, the interview based methodology of the studies cited above require respondents to construct or recall an answer. This is likely to be more difficult, particularly when an interview is conducted face to face, than an anonymous postal survey that merely requires the respondent to recognise the correct answer. These earlier studies may thus underestimate knowledge. In contrast, a postal survey necessarily risks overestimating knowledge levels.
Whilst we are reasonably confident that the validity measures employed in this study enable us to refute that possibility, the very poor scores obtained by some respondents confirm that our methodology could reflect real areas of 'ignorance'. Such ignorance would replicate the universally depressing picture of knowledge painted by the earlier studies. For example, in a study of nonconsultant psychiatrists in Scotland, it was found that, "none of the individuals interviewed was able to give an accurate description of all the conditions which must be fulfilled in order to detain Table 3 Adjusted knowledge score divided into degree classifications -Professional Group Crosstabulation a patient in an emergency".
7 Moreover, as Humphreys further observed, some consultants "seemed unashamed or even unaware of their lack of knowledge". 8 However, it is important to emphasise that our study was primarily designed not to assess absolute knowledge, but comparative levels of knowledge amongst all practitioners who have responsibilities under the MHA. It thereby sought to redress the emphasis of the earlier studies on doctors' knowledge. Indeed, MHA's multi-disciplinary framework may ensure that where doctors are deficient in their knowledge, ASWs can serve as a brake, or a spur, where inappropriate action, or inaction, might otherwise result. Whilst these 'checks and balances' do not invariably redress any deficiencies in medical legal knowledge, 9 the 'structured' nature of real life multi-disciplinary decision-making does highlight a further limitation of our study. In practice, mental health professionals may both resort to written materials and have access to one another and to other parties, such as family members, who may have no statutory role under the MHA. Whether these individual contributions are likely to be more or less informative is an open question, but this study does indicate that doctors are unlikely to encounter a very poorly informed ASW. The same cannot be said of ASWs' encounters with GPs.
A third limitation of our study is the relatively lower response rate from non-approved GPs (44%). Whilst this can be attributed to the lesser degree of salience of mental health law issues to general practice, low levels of knowledge remain of concern where all GPs potentially have a statutory role in the process of compulsory admission under the MHA.
Knowledge scores -the order of merit
Whilst there are problems in the interpretation of our findings, a number of points emerge with clarity. The first is relatively positive; namely, those with key responsibilities under the MHA did not perform on the knowledge items as badly as the previous literature specifically concerning doctors might have led us to expect. Indeed, a significant number of individuals in all of the practitioner groups (with the exception of GPs) obtained impressively high scores, reflecting a minimal ability at least to recognise correct answers.
On the negative side, there was also a significant number of individuals who performed poorly, worryingly including some MHACs (although it is notable that MHACs, as a group, performed in the highest percentiles). Also, the mean percentage scores (77% for MHACs ranging down to 45% for non s.12(2) GPs) are not particularly impressive overall. To use an academic analogy, three groups performed in the first class bracket (MHACs, approved psychiatrists and ASWs); nonapproved psychiatrists obtained a middling 2:1 (66%); s.12(2) approved GPs fell in the lower second class bracket (55%), whilst non-approved GPs scraped a third class pass (45%). However, it should be recalled that 123 non-approved GPs were excluded from the analysis, on the basis that, again by analogy, they had turned up at the examination room but had not made a serious attempt at the paper (having had 10 or more 'don't knows' or 10 or more missing values). Whatever their mitigating (medical or not) circumstances this sort of performance should not be condoned. Moreover, while it could be argued that GPs have very limited roles in terms of the frequency of their actual use of the MHA, that cannot be a justification for such ignorance. The MHA gives 7 See Humphreys (above) 1997 at p.632. 8 See Humphreys (above) 1998 at p.239 9 Peay, J. & Eastman, N. (2000 The order of merit described above also reveals a counter-intuitive finding, namely that approved psychiatrists just outperformed ASWs. We describe it as counter-intuitive because such psychiatrists are required, in order to achieve their 'approved' status, to undergo an average of only one to two days of training in mental health law 10 whereas ASWs undergo three months of training, albeit in mental health generally as well as mental health law.
11 It was also notable that, when asked to rate their own confidence in mental health law, ASWs rated themselves as more confident than did the psychiatrists. To conclude that s.12(2) psychiatrists are generally better informed on the knowledge items, whilst ASWs think that they are better informed and that no amount of training makes a difference to their knowledge, would be harsh since the difference in their scores is so marginal. However, it is notable that, looking percentile by percentile, approved psychiatrists did outperform ASWs in each percentile. Interpreting these findings is difficult, particularly since the ASW sample was relatively homogenous, whilst the s.12(2) psychiatrist sample was heterogeneous by comparison and the two groups will have had differing training and work experiences. Yet, looking at the differences of the spread of scores between all the groups, the ASWs' three months training seems to have the advantage that one can rely upon most ASWs being 'quality assured'. Put at its simplest, a patient is relatively unlikely to encounter an ASW or s.12(2) psychiatrist with poor legal knowledge.
Training, refresher training and 'active' training
An important question concerns the amount and nature of training which best serves to ensure that knowledge is both acquired and retained. Should our finding that s.12(2) psychiatrists (with their two days of training) outperform ASWs (with three months of training) lead us to conclude that two days is enough and three months more than enough? Given our reflections above, quite the reverse. However, whilst the ASWs' training may protect them from unacceptably low levels of knowledge, the fact that the approved psychiatrists' knowledge is associated with active use of the MHA may indicate that mere passive training is not the best method for ensuring that knowledge is retained. Whilst it is possible that ASWs and psychiatrists as groups respond better to differing training regimes, a more plausible explanation is that retention of knowledge, and even its acquisition, is best achieved through active use of the MHA. Thus, one improvement to the training regime in mental health law might be to ensure that it has a more 'experiential' element.
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GPs -reasons for concern
What remains of concern however is the relatively low levels of knowledge shown by those who only use the MHA infrequently, and yet who potentially enjoy day-to-day responsibilities and powers under it. The argument is most acute with respect to GPs. GPs had the lowest knowledge scores, yet, for our sample of 572 GPs, only 22 of them had never participated in a MHA 10 NHS Executive (1996) 
Conclusion
This study, based on a national survey of varying professional groups, suggests that levels of knowledge vary, sometimes greatly, by group, and that higher knowledge scores are associated within and across groups with more frequent use of the MHA. Mean scores for all groups also demonstrate much better knowledge levels for doctors than the earlier studies. Whilst the relatively low levels of knowledge shown in this study amongst GPs is of concern, since any GP can be called upon to perform their statutorily required function under the MHA, the higher levels of knowledge amongst ASWs and of s.12(2) psychiatrists may serve to 'protect' GPs against their own relatively inadequate knowledge. However, such an inter-professional relationship runs counter to the intention of the MHA to maximise civil rights and clinical outcome via independent assessments. The results have significance for clinical governance, for training and for deciding about future medical roles in the planned new Mental Health Act. 19 Whether GPs should retain a statutory function in the admission process, rather than an advisory one, is, on the basis of this study, more than a moot point.
